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State/Territory: __ ARKANSAS

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

24. Any other medical care and any other type of remedial care recognized

under State law, specified by the Secretary.
a. Transportation.

/ X/ Provided: / / No limitations /X/With limitations*
L::7 Not provided.

b. Services of Christian Science nurses.

L::7 Provided: 1:7 No limitations [:7w1th limitations*
[3{7 Not provided.

c. Care and services provided in Christian Science sanitoria.
L::7 Provided: [:7 No limitations [:7With limitations*
/ X/ Not provided.

d. Nursing facility services for patients under 21 years of age.
[]C7 Provided: 1:7 No limitations LEVWith limjitations~*
L::7 Not provided.

e. Emergency hospital services.

/X7 Provided: /_/ No limitations /)Y/With limitations+

/. / Not provided.

f. Persopdl ~cdre\s¢rvi in\Fecipient '3/ home/ preséri i) /accoridance
wi a pldn of Rreatment proyide )4 qual XfiedXpersdn under
supgrvis oﬂ\o a\re é&er d\nur, é\ \ \\

/ _/ Provided: / / No limitations /_/With limitations+*

/__/ Not provided. SEE ITEM 26
*Description provided on attachment.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A
MEDICAL ASSISTANCE PROGRAM Page 9aa
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED March 1, 2000
. CATEGORICALLY NEEDY

23, Any other medical care and any other type of remedial care recognized under State law, specified by the
Secretary.

a. Transportation (Continued)
3) Non-Emergency
(a) Public Transportation

Effective for dates of service on or after March 1, 2000, public transportation
services in Faulkner, Lonoke and Pulaski counties are available when provided
by an enrolled Medicaid public transportation provider to an eligible Medicaid
recipient being transported to or from a medical facility to receive medical
care services covered by the Arkansas Medicaid Program. Transportation will
be covered from the point of pick-up to the medical facility or from the medical
facility to the point of delivery. The following benefit limits are established.
One unit of service = 1 mile. The benefit limits do not apply to EPSDT
recipients.

. Public Transportation, Taxi, Intra-City, One Way - may be billed once
per day, per recipient for a maximum of 15 units. Extensions of the
established benefit limits will be considered if medically necessary.
The provider must request an extension.

. Public Transportation, Taxi, Intra-City, Round Trip - may be billed
once per day, per recipient for a maximum of 30 units. Extensions of
the established benefit limits will be considered if medically necessary.
The provider must request an extension.

. Public Transportation, City-to-City - may be billed once per day, per
recipient for a maximum of 50 units. Extensions of the established
benefit limits will be considered if medically necessary. The provider
must request an extension.

. Public Transportation, ADA Accessible Van, Intra-City, One Way -
may be billed once per day, per recipient for a maximum of 15 units.
The provider may request an extension of the benefit limit if medically

STATE CX}}QO@“D oD n{cessary by subl.mttl,ng documentation including the purpose of the
e trfp and the provider’s name and address.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM

STATE ARKANSAS

ATTACHMENT 3.1-A
Page 9aaa

AMOUNT, DURATION AND SCOPE OF

SERVICES PROVIDED

March 1, 2000
CATEGORICALLY NEEDY

23,
Secretary. (Continued)

Any other medical care and any other type of remedial care recognized under State law, specified by the

a. Transportation (Continued)

3)
()

(b)

Non-Emergency (Continued)

Public Transportation (Continued)

. Public Transportation, ADA Accessible Van, Intra-City, Round Trip -
may be billed once per day, per recipient for a maximum of 30 units.
The provider may request an extension of the benefit limit if medically
necessary by submitting documentation including the purpose of the
trip and the provider’s name and address.

. Public Transportation, ADA Accessible Van, Intrastate Authority -
may be billed once per day, per recipient for a maximum of 50 units.
The provider may request an extension of the benefit limit if medically
necessary by submitting documentation including the purpose of the
trip and the provider’s name and address.

Non-Public Transportation

Effective for dates of service on or after March 1, 2000, non-public
transportation services in Faulkner, Lonoke and Pulaski counties are available
when provided by an enrolled Medicaid transportation provider to an eligible
Medicaid recipient transported to or from a medical provider to receive
medical services covered by the Arkansas Medicaid Program. Transportation
will be covered from the point of pick-up to the medical service delivery site
and from the medical service delivery site to the recipient’s return destination.

The following benefit limits are established. The benefit limits do not apply to
EPSDT recipients.

This service may be billed once per day, per recipient for a maximum of 300
miles per date of service.
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Revision: HCFA-PM-94-9  (MB) : ATTACHMENT 3.1-A
DECEMBER 1994 Page 10

Revised: JULY 1, 1997
State: ARKANSAS

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

25. Home and Community Care for Functionally Disabled Elderly Individuals,
as defined, described and limited in Supplement 2 to Attachment 3.1-3,
and Appendices A-G to Supplement 2 to Attachment 3.1-A.

provided X not provided

26. Personal care services furnished to an individual who is not an
inpatient or resident of a hospital, nursing facility, intermediate
care facility for the mentally retarded, or institution for mental
disease that are (A) authorized for the individual by a physician in
accordance with a plan of treatment, (B) provided by an individual who
is qualified to provide such services and who is not a member of the
individual's family, and (C) furnished in a home.

X Provided: State Approved (Not Physician) Service Plan
Allowed
Services Outside the Home Also Allowed

1> P |

Limitations Described on Attachment

Not Provided.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A
MEDICAL ASSISTANCE PROGRAM Page 1a

STATE ARKANSAS
AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED Revised: January 1, 1992
CATEGORICALLY NEEDY

1 Inpatient Hospital Services
..s'.::: ARt

(57
on
<

-

DATE APPV'D

Inpatient hospital services required for pancreas/kidney transplants, single lung transplants and skin

transplants for burns are covered for eligible Medicaid recipients in the Child Health Services (EPSDT)

Program. Refer to Attachment 3.1-E, Pages 4, 5 and 6.



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM

STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF

ATTACHMENT 3.1-A
Page l1aa

SERVICES PROVIDED September 1, 1999
CATEGORICALLY NEEDY
1. Inpatient Hospital Services
A. Rehabilitative Hospital
1. Augmentative Communication Device (ACD) Evaluation - Effective for dates of

service on or after September 1, 1999, Augmentative Communication Device (ACD)
evaluation is covered for eligible Medicaid recipients of all ages. One ACD evaluation

may be performed every three years based on medical necessity. The benefit limit may
be extended for individuals under age 21.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A
MEDICAL ASSISTANCE PROGRAM Page 1b
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED Revised: March 1, 1997

CATEGORICALLY NEEDY

2.a. Qutpatient Hospital Services

(D For the phrpose of determining amount, duration and scope, outpatient hospital services are

divided into four types of services:

. Emergency services

. Outpatient surgical procedures
. Non-emergency services

. Therapy/treatment services

Emergency Services

Prior to payment, emergency services must be approved by the Professional Review Organization
(PRO). The determination of an emergency medical condition will be in compliance with

Section 1867 of the Social Security Act.

Non-emergency services may be necessary in the outpatient hospital setting when qualified

physicians are not available in their offices or walk-in clinics to carry out the necessary treatment.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A

MEDICAL ASSISTANCE PROGRAM Page i1c
STATE ARKANSAS
AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED Revised: December 1, 1991
CATEGORICALLY NEEDY

2.a. Outpatient Hospital Services (Continued)

Since each emergency service must be approved prior to payment, no additional benefit

limitations are imposed.

OQutpatient Surgical Procedures

Coverage of outpatient surgical procedures are limited to procedures which the Arkansas
Medicaid Program has determined to be safe and effective when performed on an outpatient

basis.

Since outpatient surgical procedures are limited to approved services, no additional benefit

limitations are imposed.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A

MEDICAL ASSISTANCE PROGRAM Page 1d
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED Revised: July 1, 1999

CATEGORICALLY NEEDY

Outpatient Hospital Services (Continued)

Non-Emergency Services

Outpatient hospital services other than those which qualify as emergéncy, outpatient surgical procedures and

treatment and therapy services are covered as non-emergency services.

Benefit Limit
Outpatient hospital services are limited to a total of twelve (12) visits a year. This yearly limit is based on

the State Fiscal Year - July 1 through June 30. Outpatient hospital services include the following:

. non-emergency outpatient hospital and related physician and nurse practitioner services

. outpatient hospital therapy and treatment services and related physician and nurse
practitioner services

For services beyond the 12 visit limit, an extension of benefits will be provided if medically necessary. The
following diagnoses are considered to be categorically medically necessary and do not require prior
authorization for medical necessity: Malignant neoplasm (code range 140.0 through 208.91); HIV infection
(code range 042); renal failure (code range 584.5 through 586) and pregnancy (diagnosis code range 630
through 677, diagnosis codes V22.0 and V22.1 and diagnosis codes V280 through V289). All other

diagnoses are subject to prior authorization before benefits can be extended.

Outpatient hospital services are not benefit limited for recipients in the Child Health Services (EPSDT)

Program.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A
MEDICAL ASSISTANCE PROGRAM Page 1d
STATE ARKANSAS

AMOUNT, DURATION AND SCOPE OF
SERVICES PROVIDED Revised: November 1, 1983
CATEGORICALLY NEEDY /

2.a Outpatient Hospital Services (Continued)

Non-Emergency Services

Outpatient hospital services other than those whj¢h qualify as emergency, outpatient surgical

procedures and treatment and therapy service$ are covered as non-emergency services.

Benefit Limit
Outpatient hospital services are ligai o a total of twelve (12) visits a year. This yearly limit is
based on the State Fiscal Yean - 1 through June 30. The benefit limit for State Fiscal Year

1992 will be calculated Beginning'with services provided on or after December 1, 1991,

Outpatient hospitai services are not benefit limited for recipients in the Child Health Services

(EPSDT) Program. //'\
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